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Detecting, Preventing, and Treating Sexually
Transmitted Diseases Among Adolescent Arrestees:
An Unmet Public Health Need
Steven Belenko, PhD, Richard Dembo, PhD, Matthew Rollie, MPH, Kristina Childs, MA, and Christopher Salvatore, MA
Adolescents in the US juvenile justice system
have relatively high rates of health problems,1–3
including elevated risks of the sexually trans-
mitted diseases (STDs) chlamydia (Chlamydia
trachomatis) and gonorrhea (Neisseria gonor-
rhoeae). Detained and incarcerated adolescent
offenders, in particular, have high rates of STDs
that make them a potentially important core
subgroup of STD transmitters.4–8 However, the
STD risks and service needs of adolescent of-
fenders before detention or incarceration (the
largest adolescent offender population) or the
organizational factors that limit access and ser-
vice linkages for this population have been little
discussed. Although most arrested youths
quickly return to the community, we are un-
aware of any STD screening protocols at the
initial stage of arrest. Models of STD trans-
mission dynamics9,10 suggest that reducing or
preventing infections in core risk groups, such as
in juvenile arrestees, can further reduce trans-
mission in the community.11
A critical need exists to expand STD sur-
veillance among young arrestees before de-
tention or incarceration. Studies of the preva-
lence of STDs and their drug- and sex-related
risk behaviors indicate a high risk of STDs
among detained or incarcerated youths. How-
ever, numerous organizational and structural
barriers and policy and implementation issues
limit the expansion of STD testing and treat-
ment at the initial stages of the juvenile justice
process. Nevertheless, a promising voluntary
STD testing and treatment program for newly
arrested juveniles illustrates a collaborative
partnership between the public health and
juvenile justice systems that overcomes these
barriers. This model provides immediate access
to STD services for this high-risk and under-
served population. (For ease of expression, we
use the term nonincarcerated throughout to
refer to youths who are in the community and
are not in secure custody, whether detained
pending adjudication or incarcerated after a
finding of guilt).
THE JUVENILE JUSTICE SYSTEM
The juvenile justice system focuses primarily
on public safety; it is neither organized to rou-
tinely identify or treat infectious diseases nor
oriented toward increasing access to preventive
health care.3,12 The following is a basic descrip-
tion of how juvenile arrests (2.1million in 2005,
including all arrests of persons under age 18
years13) are processed, illustrating how most of-
fenders are released from custody early in the
process rather than being detained or incarcerated.
The first juvenile justice system stage after
arrest is intake. At this time, juvenile
probation officers can dismiss the case, pro-
cess it informally (e.g., warning the youth or
calling parents), or bring the case before a
judge.14–16 In some jurisdictions, centralized in-
take facilities such as juvenile assessment centers
perform this function.17 Most delinquency cases
(57%) are formally convicted in juvenile court;
the remainder are dismissed, diverted to com-
munity programs, or processed informally.18 For
nondiverted adolescent offenders, a prosecutor
decides whether to detain the youth in a secure
facility before adjudication; only 20% of these
youths are detained.14,15
Convicted youths may be placed on juvenile
probation (62%) or, in more serious cases,
placed in a secure residential facility. Probation
conditions may include a curfew, attending
school, or participating in drug treatment or
other services.14–16 Some convicted youths are
incarcerated in residential facilities (with a range
of security levels), with some health care services
available.16 At discharge, youths are typically
placed on 3 to 12 months of aftercare supervi-
sion19; this includes counseling, education, elec-
tronic monitoring, treatment, or community
service referrals.14 Juveniles violating aftercare
conditions can have their aftercare status revoked
and be returned to a secure institution.14 Al-
though, in principal, youths placed in the custody
of juvenile justice agencies receive a medical
evaluation and indicated care, the scope and
quality of this care varies considerably.1,20–22
REASONS FOR SCREENING
ADOLESCENT ARRESTEES
The strongest reasons for expanding STD
services among juvenile arrestees include
the high rates of STDs and drug and sex
risk behaviors among young offenders, the
asymptomatic nature of many chlamydia and
gonorrhea infections, and the fact that most
arrested youths are not detained or incarcerated.
Studies of detained and incarcerated adolescent offenders in the United States
indicate that these juveniles have an elevated risk of sexually transmitted
diseases (STDs). However, many more arrestees enter the ‘‘front end’’ of the
juvenile justice system than are detained or incarcerated, and research into the
STD risk profiles and service needs of this larger group is lacking. An expansion
of STD testing (including of asymptomatic youths), prevention, and treatment is
needed, as is improved knowledge about gender- and race-specific services. A
pilot program in Florida has shown that juvenile justice and public health
systems can collaborate to implement STD testing among new arrestees. With
integrated linkages to treatment and prevention after release, this model could
greatly reduce the STD burden in this underserved, high-risk population. (Am J
Public Health. 2009;99:1032–1041. doi:10.2105/AJPH.2007.122937)
FRAMING HEALTH MATTERS
1032 | Research and Practice | Peer Reviewed | Belenko et al. American Journal of Public Health | June 2009, Vol 99, No. 6
In the United States, chlamydia and gonor-
rhea rates continue to be highest among ado-
lescents and young adults in the general pop-
ulation. In 2006 the highest age-specific rate
of reported gonorrhea cases in women was
among adolescents aged 15–19 years (648 per
100000); for men the highest rate was among
those aged 20–24 years (454 per 100000).23
The highest age-specific rates of reported chla-
mydia cases were found among the same
groups of adolescent girls (2862 cases per
100000) and men (857 per 100000).23 An
estimated 60% of annual incident gonorrhea
and 54% of incident chlamydia cases are among
youths and young adults aged 15–24 years.24
A recent national study of chlamydia prevalence
found that 4.6% of adolescent girls aged 14–
19 years were infected, the highest proportion of
any age group.25 Among young women aged
16–24 years entering the National Job Training
Program (which targets high-risk, low-income
youths), the median chlamydia prevalence within
states was 13.1% (range 4.9% to 20.0%);
among adolescent boys, the median chlamydia
prevalence was 7.9% (range 1.8% to 12.4%).23
Young offenders are at even higher risk.
Two decades ago, Bell et al. suggested that
‘‘adolescent detainees may be disproportion-
ately important as core-group transmitters of
STD.’’26(p33) Several subsequent studies of
detained and incarcerated adolescents estab-
lished a high STD prevalence in this population
(Table 1). Among incarcerated or detained adoles-
cent boys, chlamydia positivity ranged from 5.9%
to 14.4% and gonorrhea positivity from 0.6% to
6.7%. For adolescent girls, the percentage positive
for chlamydia ranged from 9.5% to 32.5% and
that for gonorrhea from 5.1% to 23.4%.
Several studies also have found high STD
prevalence among nonincarcerated offenders.
One comparison between incarcerated youths
and those in alternative facilities in Washing-
ton, DC, found positive test rates of 9.2% for
both chlamydia and gonorrhea, with most
cases in the alternative setting; the authors
suggested screening and treatment when
youths enter the system.34 A study of African
American adolescents in Atlanta, Georgia (aver-
age age 18.5 years), compared self-reported
STD diagnosis (chlamydia, gonorrhea, or tricho-
moniasis) for those with or without a history of
conviction.35 Lifetime history of an STD was
much higher for convicted adolescents (31.6%
vs 16.2%), and current STD infection was
about 3 times higher (10.1% vs 3.2%). In Hills-
borough County in Tampa, Florida, we found
a high percentage of STDs among newly
arrested youths aged 12–18 years entering the
county’s juvenile assessment center. Overall,
19.2% of adolescent girls and 10.5% of
TABLE 1—Review of Studies of Chlamydia and Gonorrhea Diagnoses Among US Adolescent Offenders
Authors Sample Location Period Gender
% Positive
for Chlamydia
% Positive
for Gonorrhea
Bell et al. (1985)26 Detainees, new admissions (N=100) King County, WA 1981 Female 19.8 18.4
Broussard et al. (2002)27 Detainees, processed (N=5558) Cook County, IL 1998–1999 Male 12.9 4.3
Female 32.5 13.6
Canterbury et al. (1995)4 Detainees, intake
records (N= 1215)
Unknown state NA Male 8.6 0.6
Female 9.5 5.4
Kahn et al. (2005)5 Detainees in 14 detention
centers, cross-sectional
sample (N= 131,915
chlamydia and 71 074
gonorrhea tests)
Alameda County, CA;
Los Angeles, CA;
San Francisco, CA;
Atlanta, GA; Maryland;
New York, NY
1997–2002 Male 5.9 1.3
Female 15.6 5.1
Katz et al. (2004)28 Detainees, admissions on selected
screening dates (N=101)
Hawaii 2000–2001 Female 13.9 5.9
Lofy et al. (2006)29 Detainees, 4 detention centers (N = 3593) Washington 1998–2002 Female 13.7 NA
O’Brien et al. (1988)30 Detainees (N=98) Seattle, WA NA Male 10.9 5.5
Oh et al. (1998)7 Detainees, consecutive
admissions (N=263)
Jefferson County, AL 1996–1997 Male 8.8 2.8
Female 28.3 13.1
Pack et al. (2000)31 Detainees, consecutive admissions (N= 284) Birmingham, AL May–November 1997 Male 14.4 6.7
Risser et al. (2001)8 Detainees, consecutive admissions (N= 589) Harris County, TX June–August 1998 Male 9.6 6.7
January–May 1999 Female 28.1 23.4
Robertson et al. (2005)32 Detainees (N=763) Unknown southern city 2002-2003 Male 8.1 1.5
Female 24.7 7.3
Shafer et al. (1993)33 Detainees (N=269) NA NA Male 10.7 6.6
Note. NA = not available.
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adolescent boys tested positive for chlamydia,
gonorrhea, or both. The highest prevalence was
among African Americans (26.9% among ado-
lescent girls, 15.4% among adolescent boys),
Hispanic girls (25.0%), and those aged 15–18
years (22.1% among adolescent girls, 12.8%
among adolescent boys).36
Given these high STD risk levels, and be-
cause most arrestees are never detained or
incarcerated,15 increased testing is needed be-
fore detention or incarceration. Moreover, such
screening should not be symptom based, because
most of these infections are asymptomatic.37,38
One study found that 77% of female adolescents
in Baltimore, Maryland, with chlamydia and
45% with gonorrhea were asymptomatic.39
Young male detainees in Birmingham, Alabama,
had low rates of urogenital symptoms while
testing positive for gonorrhea (9.8%), chlamydia
(2.3%),4 or either disease (13.7%).31 Moreover,
most adolescent offenders currently are never
detained or leave detention quickly before any
testing is done. In the few facilities that offer
routine STD screening, specimens may be col-
lected 2 to 7 days after intake, by which time
many adolescents are released. The elevated
STD rates for this population and asymptomatic
nature of these diseases increase the urgency of
expanding STD testing and treatment to the
largest possible segment of the juvenile justice
population.
SUBSTANCE USE, SEX, AND OTHER
RISK FACTORS
Drug and alcohol use, risky sexual behaviors,
and other risk factors are common among
adolescent offenders, which increases the like-
lihood of contracting STDs, indicating a need
for expansion of risk reduction and substance
abuse prevention and treatment services for
these youths.
Drug and Alcohol Use
An estimated 35% of a national sample of
arrested adolescents had alcohol involvement,
(were using alcohol at the time of arrest or
reported alcohol-related problems) 70% had
drug involvement (were using drugs at the time
of arrest or reported drug-related problems),
and 75% had either drug or alcohol involve-
ment.40 In 9 US jurisdictions in 2003, from
42% to 55% of adolescent boys tested positive
for an illegal drug, as did 26% to 65% of
adolescent girls.41 The incidence and prevalence
of both substance use42,43 and sex risk behaviors
increase with age, making it important to inter-
vene early with substance abuse and health
promotion interventions.44 Because of the ele-
vated infection risk associated with substanceuse,
improved treatment access can have an indirect
effect on infection dissemination. Limited access
to drug treatment for adolescent offenders45
increases the likelihood of their continued drug
use and escalation to more severe drug involve-
ment and related risk behaviors.46
Risky Sexual Behaviors
The confluence of high-risk sexual and drug
use behaviors places adolescent offenders at
elevated STD risk.33 Canterbury et al. found
that 76% of incarcerated adolescents in 1 state
reported having 3 or more sexual partners.4 In a
survey of youths in 39 US juvenile detention
facilities, the adjusted risk of having an STD
history was 2.3 times higher for those with 2 to
10 sexual partners, 1.9 times greater for those
with a history of sexual abuse, and 1.8 times
greater for those with a history of alcohol use.2
Only 25% of female detainees and 32% of male
detainees reported condom use at last intercourse.
Compared with high school youths, detained
male offenders had a higher rate of sexual inter-
course, double the STD incidence rate, and a
lower rate of condom use at last sexual inter-
course.33 Among detained youths in a Southern
city, 62% consistently used condoms, yet 20%
tested positive for either chlamydia or gonorrhea.47
STD risk among adolescent boys in deten-
tion is significantly increased by multiple sexual
partners and inconsistent condom use.33 High
rates of risk behaviors have been found among
detained juveniles in Cook County, Illinois: 61%
of detained adolescent boys had had more than
1 partner in the past 3 months, 35% of adoles-
cent boys and 41% of adolescent girls had had
recent unprotected vaginal sexual intercourse,
and 68% of adolescent boys and 52% of ado-
lescent girls reported having had sexual inter-
course while high.48 Finally, adolescents in
Atlanta with a conviction were significantly more
likely to engage in risk sexual behaviors, includ-
ing early sexual initiation, multiple sexual part-
ners, sexual intercourse with an infected partner,
or use of drugs or alcohol during sexual inter-
course, than were those never convicted.35
Studies have found associations among sub-
stance use, risk sexual behaviors, and STDs
among adolescents.49–52 Youth Risk Behavior
Survey data indicate that alcohol-using adoles-
cents are twice as likely, and drug-using adoles-
cents 3 times as likely, to have had 4 or more
sexual partners in their lifetime than are those
who do not drink or use drugs.53 A recent study
among rural STD clinic patients in Pennsylvania
found higher infection rates for those with a
substance use disorder.54
Other Risk Factors
Drug-involved young offenders also have
high rates of physical health, mental health,
social, and family problems, which increase
STD risk.55–59 Only 6.4% of incarcerated
youths in Maryland had ‘‘excellent’’ or ‘‘good’’
health profiles (compared with 34.2% of ado-
lescent boys in school).1 In addition, many ado-
lescent offenders also have antisocial and
drug-involved peers,60,61 poor family function-
ing,40,62–64 and lower self-esteem and resil-
ience.65–67 These factors increase high-risk
behaviors and reduce the effects of risk-reduction
interventions.
ORGANIZATIONAL AND
STRUCTURAL BARRIERS
Despite juvenile arrestees’ elevated risk of
chlamydia and gonorrhea, significant barriers
exist to implementing STD services for this high-
risk group. These barriers must be understood
to more effectively expand interventions.
Health Care Access
Programs that address the health care needs
of adolescent offenders must take into account
that many of these youths come from poor,
minority, and socially disadvantaged commu-
nities and face significant challenges to access-
ing health care services, especially after
release into the community.3,12 Research into
the social and economic factors relating to ado-
lescent health and health care access indicates
that lower social class is associated with poorer
health profiles, lower health literacy, and lack
of access to preventive and treatment services.20,68
In 2004, 8.5 million American youths younger
than 18 years old had no medical insurance;
African Americans and Hispanics were less
likely than were Whites to be insured.69
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Low-income adolescents are 4 times as likely as
middle- or high-income youths to not have a
usual source of health care, and 7 times as likely
to have unmet medical needs20 despite eligibility
for Medicaid or the State Child Health Insurance
Program. Most racial/ethnic health care studies
have found disparities for African American and
Hispanic youths in primary care services.21Given
the overrepresentation of racial/ethnic minorities
in the juvenile justice system, health care access is
a particularly problematic issue.
Impediments to implementing routine health
screening and referral and other public health
interventions in the juvenile justice system
include a lack of shared goals and philosophies
by the juvenile justice and public health sys-
tems, resource constraints, lack of information
sharing, mutual mistrust, organizational ‘‘iner-
tia,’’ and separate funding and oversight
mechanisms. These systems must be willing to
innovate in order to overcome these barriers to
expanding and integrating health care access.
But public-sector treatment and other health
services can be slow to incorporate innovations
into daily practice.70–72 Research and theory on
innovation diffusion suggest several organiza-
tional, individual, and social factors that facilitate
or impede implementation of these innovations
in specific organizational settings or in collabo-
rative efforts between systems.73–76 To create
policies that increase service access for young
offenders, it is important that policymakers un-
derstand how the factors just noted operate.
Coordination is needed among different pro-
viders (e.g., social services, medical facilities, and
treatment facilities) serving youths infected with
STDs.77–79
Barriers to Implementing Services for
Adolescent Offenders
Several barriers prevent linkage of adoles-
cent offenders to STD services. Willingness to
be tested for STDs can be influenced by pri-
vacy and confidentiality concerns.80,81 A study
of beliefs about chlamydia among those aged 16
to 21 years found several obstacles to testing:
fearing disclosure that they had been tested,
discovering that they have an STD, and being
HIV-positive.80 These findings are consistent
with previous studies examining youths’ attitudes
toward STD screening.81
Structural and social barriers to STD treat-
ment access include transportation problems,21,82
language barriers,20 low health literacy,83 lack of
knowledge about treatment or testing loca-
tions,84 lack of insurance,20 long clinic waiting
times,84 perceived discrimination and lack of
empathy on the part of health care staff,84
feelings of shame and stigma,84–86 use of ure-
thral specimen collection methods,84 and incon-
venient clinic hours.84 Distance from services
also affects access, and adolescent offenders often
lack transportation.87–89 Lack of STD knowl-
edge also can serve as a barrier to seeking
treatment, particularly among adolescent African
American girls,84 which suggests that subpopu-
lations within the juvenile population require
special attention.
Although more research is needed on the
STD prevention service needs of adolescent
offenders, especially new arrestees and those
under community supervision, many barriers
exist to implementing these interventions.
With relatively low levels of community and
school connectedness,40,90,91 adolescent of-
fenders as a population are less influenced by
social norms supporting less risky drug and
sexual behaviors and may not be receptive to
normative peer- or school-based curricula.
Adolescent offenders also have elevated
school dropout and truancy rates and are
likely to be placed in alternative schools, thus
reducing their exposure to school-based in-
terventions.92 Academic problems and low
school and community attachment are risk fac-
tors for delinquency and substance abuse40,93,94
A relative lack of social connectedness means
that for many high-risk adolescent offenders,
their best opportunity to be linked to health and
STD prevention services may be through the
juvenile justice system.
Incarcerated youths face additional chal-
lenges because the organizational culture of
correctional facilities may deemphasize health
care, and there is insensitivity to privacy and
confidentiality issues.95 Inmates in correctional
institutions have a legal right to the same stan-
dard of health care that is available in the com-
munity; however, the mandate for care operates
within a system where security takes priority over
health care.95,96 For juvenile detention and cor-
rectional facilities, short lengths of stay and re-
stricted inmate movement also create barriers to
effective STD treatment and intervention.95,97
Finally, confidentiality concerns are often a bar-
rier in juvenile justice system settings: privacy is
extremely limited and disclosure of an STD to
correctional staff andother adolescents may place
the infected youth at risk of harm.95 These factors
suggest that STD services for offenders in the
community may face fewer challenges for estab-
lishing or improving linkages between the juve-
nile justice and public health systems.
POLICY AND IMPLEMENTATION
ISSUES
As discussed in the previous section, a need
exists for new and creative policies to promote
linkages between the juvenile justice and public
health systems, especially for newly arrested
youths diverted to the community, placed on
probation, or released from detention, correc-
tional, or secure residential facilities.3, 12, 98 How-
ever, several policy and service implementation
issues must be overcome to achieve this goal.
Policy and Legal Barriers
Expansion of STD services in the juvenile
justice system is complicated by policy and
legal constraints. State and federal laws protect
the confidentiality of juvenile records and ad-
olescent health information, which complicates
the exchange of information across agencies.
Responsibility for parental notification, part-
ner notification, disclosure to health care pro-
viders, and mandatory infectious disease
reporting are roles with which juvenile justice
system personnel may be neither comfortable
nor familiar.
Despite its potential value for detecting
hidden STDs, broad testing protocols for new
arrestees can be difficult to implement. Con-
cerns center on costs, legal constraints placed
on the amount of time available to process
arrested youths through intake facilities, and
the availability of laboratory or staff re-
sources to collect and process biological
specimens. However, the recent availability
of noninvasive, highly accurate urine-based
nucleic acid amplification tests for chlamydia
and gonorrhea greatly facilitates testing ac-
cess by eliminating the need for more intru-
sive and time-consuming urethral or vaginal
swabs.31,33,99 Because many admission pro-
tocols and community supervision require-
ments include regular urine screening tests
for illegal drugs, adding urine-based STD
screening is relatively easy to implement. Our
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recent experience in Hillsborough County,
Florida (discussed in the section, ‘‘A Promis-
ing Model’’), illustrates the potential for such a
screening model.
Gender- and Race-Specific Services
Higher rates of STDs and unique health
service needs among female and minority ad-
olescent offenders raise particular issues for
expanding STD-related services.
Female adolescent offenders. As male arrest
rates have decreased,15 adolescent girls have
become a growing proportion of the juvenile
justice population.15,100 In addition to a sub-
stantially higher likelihood of STDs, female
offenders have high rates of drug involvement
and more extensive health and social prob-
lems than do boys.100 Among detained female
adolescent offenders, 95% lacked a stable home
environment.101 Female adolescent offenders in
Los Angeles County were 3 times as likely as
other adolescent girls to have clinical depression
or anxiety symptoms.102 Female juvenile de-
tainees in Cook County, Illinois, had significantly
higher rates of anxiety (31% of adolescent girls vs
21% of adolescent boys) or affective disorders
(28% vs 19%, respectively).103 Other studies
found high rates of sexual victimization104 and
physical abuse105 among young female of-
fenders, both of which are associated with mental
health problems,106 substance abuse,107 and
risky sexual behaviors.108–110 Adolescent girls
who abuse substances have been found to
have higher rates of posttraumatic stress dis-
order than adolescent boys who abuse sub-
stances.65,111 More generally, urban, poor, and
minority women have relatively high risks of
STDs112 but lower rates of condom use.113 The
high levels of drug use, STD risk, and health
and social problems among female adolescent
offenders suggest a need to disseminate
knowledge about STDs and risk behaviors
and to develop gender-specific interventions.
Screening adolescent girls in detention facili-
ties for chlamydia was designated a key per-
formance measure under the Centers for
Disease Control and Prevention’s 2005
Comprehensive STD Prevention Systems
program announcement.114
Early STD detection and treatment is also
important to prevent other chronic, long-term
health sequelae, especially pelvic inflammatory
disease.86 Adolescent girls have the highest
age-specific rates of pelvic inflammatory disease
among sexually active females,23 and between
one fourth to three fourths of young women with
acute pelvic inflammatory disease have been
found to have chlamydia or gonorrhea.115 Delay
in the diagnosis and treatment of chlamydia or
gonorrhea is a major risk factor for pelvic in-
flammatory disease.116
Racial/ethnic minorities. National data indi-
cate that African Americans and Hispanics are
at elevated risk of HIV and other STDs117–120;
these populations are disproportionately repre-
sented among adolescent offenders.100 Although
only 12% of the population, African Americans
accounted for 49% of new HIV/AIDS diagnoses
in the United States in 2004.117 Between 1999
and 2004, 47% of newly diagnosed HIV cases in
29 US states involved non-Hispanic Black
women.118 African Americans also are at high
risk of gonorrhea, with a rate 18 times greater
than that in Whites in 2006.117 Overall, the
prevalences of chlamydia and gonorrhea are
highest in African Americans in US juvenile
detention centers.5
These data suggest an urgent need to ex-
pand culturally specific risk reduction inter-
ventions for minority adolescent offenders.
Recent meta-analyses of behavioral interven-
tions for African Americans and Hispanics
suggest that these interventions can reduce
risk behaviors and incident STDs.119–121 Few
of the reviewed studies, however, included
adolescents, and none involved adolescent
offenders.
Expanding Surveillance and
Prevention
Given the increased HIV infection risk for
STD-positive youths, the Centers for Disease
Control and Prevention has recommended HIV
prevention through early detection and
screening of other STDs, calling for (1) ‘‘estab-
lishing STD screening in non-medical settings
where persons at high risk for HIV and curable
STDs are encountered’’ and (2) ‘‘expanding
screening based on prevalence of infections
detected in pilot screening efforts.’’122(p11)
It is estimated that only one third of incident
STD infections are identified each year; ac-
cordingly, routine screening at the front end of
the juvenile justice system can identify many
undetected and untreated infections.39,87,123
Similarly, STD prevention and education services
should be expanded through collaborations be-
tween the public health and juvenile justice
systems. Because most newly arrested youths
spend less than 24 hours in custody before being
released back into the community,15 front-end
prevention services need to be fairly brief and
implemented within a few hours of arrest. Data
from recent trials of brief computer-assisted
risk-reduction interventions for adoles-
cents124,125 are encouraging and offer a promis-
ing model. Research on brief interventions
for other risky health behaviors (e.g., drug and
alcohol use) indicates that brief, theoretically
driven behavioral change interventions can be
effective.126,127 However, brief, educational,
nonskills-based classes are not likely to reduce
STD risk.128 We recognize that such brief
interventions cannot address the multiple health
needs of this population, but protocols for
new arrestees could be designed to facilitate
linkages to more extensive services later in the
process.
Several studies have found that adolescent
HIV/STD risk-reduction interventions can re-
duce risky sexual behaviors among other high-
risk populations,129 including adolescents in
residential drug treatment,52 HIV-positive
youths,130 high-risk students,92 low-income
African American middle school students,131 and
adolescent African American girls.132 However,
few of these interventions have been tested
among adolescent offenders.22 In a review of 15
randomized clinical trials of HIV risk reduction
interventions,10 studies found positive effects on
condom use. No significant effects on risky sexual
behaviors were found in the 4 studies targeting
adolescent offender or incarcerated popula-
tions.133
Finally, the importance of implementing
broader routine testing and treatment of chla-
mydia and gonorrhea for young arrestees is
driven by STD transmission dynamics. STD
transmission involves a circular pattern of
sexual exposure to an infected person, acqui-
sition of infection, and transmission of the
infection to a susceptible partner. Sustained
prevention efforts during this cycle can drive
an infection toward extinction in the entire
population, especially when these interventions
focus on the core groups with the highest
transmission rates.9,10
Expanded STD screening and related ser-
vices must be sensitive to the special needs of
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female and minority youths and should make
use of urine-based testing, perhaps those linked
to extant drug-testing protocols.
A PROMISING MODEL
To address STD surveillance and service
gaps, new models of collaborations between
the juvenile justice and public health systems
are needed to increase STD screening for new
arrestees, the largest group of young offenders.
Between June and December 2006, we
implemented a successful pilot collaborative
effort involving the Hillsborough County,
Florida, Juvenile Assessment Center (HJAC; a
centralized intake facility for arrested juve-
niles), the Florida Department of Health Bu-
reau of Laboratories, Tampa Branch (DOH),
the Hillsborough County Health Department
(HCHD), and the Florida Department of Juve-
nile Justice. The protocol involved 3 key steps:
(1) HJAC assessors were trained to provide
brief STD precounseling to newly arrested
juveniles, (2) HJAC assessors asked arrested
juveniles to voluntarily provide a urine sample
for drug testing (part of existing standard pro-
tocol) and to voluntarily consent to having their
urine specimen split and tested for chlamydia
and gonorrhea, and (3) communication and
coordination were established among HJAC
staff, DOH staff, and HCHD disease interven-
tion specialists to facilitate treatment for in-
fected youths. Youths processed through the
HJAC received a full assessment that was used
for discharge placement planning. About 60%
of all arrested youths processed through the
HJAC agreed to be assessed.
The planning process benefited from R.D.’s
established relationships with HJAC adminis-
trators and community agencies, long-term
experience with HJAC operations, and experi-
ence with the HCHD on a previous pilot
STD-testing project. These relationships and
support among community and government
stakeholders (including the County Sheriff’s
Office and the Department of Juvenile Justice)
facilitated implementation. Providing access to
free HCHD treatment for STD-positive youths
was a critical factor in achieving community
stakeholder buy-in and overcoming typical
barriers to interagency collaborative efforts in
the juvenile justice system. Project planning
involved a series of meetings with key agency
stakeholders aimed at establishing an efficient
and effective flow of information that also
maintained confidentiality. We successfully
pilot-tested the protocol in May 2006 and it
was fully implemented on June 16, 2006. A
brief summary of the procedures follows.
To comply with the requirements of the
Department of Health and Human Services
Office for Human Research Protections and the
project institutional review boards, project re-
search staff could not have direct contact
with the youths. In addition, Florida state law
protects the confidentiality of youths 12
years and older who are tested for STDs, even
from their parents, and parental consent for
an STD test is not required. After receiving
human subjects certification from the National
Institutes of Health, HJAC staff were trained by
us to (1) conduct STD pretest counseling of
eligible youths, (2) obtain consent to split the
youths’ urine specimens for STD testing, (3)
complete a supplemental contact form on con-
senting youths (to assist HCHD Disease Inter-
vention Specialists in locating infected youths
for treatment), and (4) administer a supple-
mental risk behavior assessment. In addition to
the Office for Human Research Protections
approval, all recruitment and consent proce-
dures were reviewed and approved by the
relevant institutional review boards.
Eligible youths were those 12 years and
older, arrested for a delinquent offense, who
consented to giving a urine sample for drug
testing. A separate consent was given to have
the urine sample split at the DOH and tested for
chlamydia and gonorrhea. The recruitment
period was extended for adolescent girls to
obtain a roughly equal number of participants
of each gender. The HJAC assessed 1393
youths between June 16 and December 31,
2006, of whom 83% agreed to provide a urine
specimen for drug testing; 86.5% of these
additionally agreed to the STD testing. Overall,
72% of all screened youths agreed to the STD
testing, which indicates the feasibility of front-
end STD testing. No significant gender or race
differences were found in STD test consent
rates (adolescent girls, 72.7%; adolescent boys,
70.5%. Whites: 71.6%; African Americans,
71.8%; Hispanics, 69.6%).
The STD pretest counseling protocol was
developed in consultation with the HCHD and
the DOH and included the following topics: (1)
getting tested for chlamydia or gonorrhea is
very important; (2) these diseases are spread
through unprotected sexual intercourse or
during birth; (3) the urine specimen already
provided for drug testing can also be tested for
chlamydia and gonorrhea; (4) the test requires
written permission and is completely volun-
tary; (5) the test is strictly confidential—the
youth’s family, school, judge, or probation of-
ficer will not be informed of the test results; and
(6) if the test is positive, the HCHD will contact
the youth personally and confidentially to
provide free treatment with antibiotics. All
youths, whether or not they consented to the
STD test, were also given written DOH mate-
rials with information about protecting them-
selves from STDs, getting tested, and finding
out more about STDs. Posttest counseling was
given by the Disease Intervention Specialists at
the time of treatment follow-up.
STD testing used the FDA-approved nucleic
acid amplification test (Aptima Combo 2, Gen-
Probe, San Diego, CA).99 A DOH technician
transferred urine from the drug specimen cup
to a Gen-Probe urine collection vial via pipette,
per Gen-Probe protocol. The vial was taken to
an in-house Gen-Probe testing machine for
analysis. Batch analyses were performed 2 to 3
times per week, with an approximate 48-hour
turnaround time from specimen collection to
test results. Testing costs were $15 per screen
for the 2 diseases.
For STD-positive youths, supplemental con-
tact and STD test result forms were sent im-
mediately by secure fax to HCHD Disease
Intervention Specialists for follow-up contact
and treatment that conformed with standard
HCHD protocols for chlamydia and gonorrhea
infections. Disease Intervention Specialists are
required to clear STD-positive cases (e.g., treated,
refused treatment, or unable to locate) within
14 days of detection, although most cases were
cleared within 7 days. Upon contact, STD-
positive youths in the community usually
traveled on their own to the main HCHD clinic
in downtown Tampa for treatment. For about
25% of the STD-positive cases, the Disease
Intervention Specialist drove the youth to the
clinic for treatment. For youths placed in one of
Hillsborough County’s 2 juvenile detention
centers, a Disease Intervention Specialists
would contact a designated person at each
detention center to determine whether the
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youth was still in custody. If so, the Disease
Intervention Specialist would coordinate with
the detention center’s contact person to ar-
range for on-site treatment.
Treated youths were also asked by the
HCHD Disease Intervention Specialists to pro-
vide a voluntary blood specimen to test for
syphilis and HIV. During our project, this
screening identified1HIV-infected youth and 3
youths with syphilis. STD-positive youths were
also asked to identify and refer their sexual
partners to the clinic for testing and treatment.
Overall, 62.1% of STD-positive youths were
treated (59.3% of cases among boys and
64.0% among girls). Among those in detention,
60% received treatment, compared with 69%
of those released to the community.6,38 Failure
to treat was the result of Disease Intervention
Specialists not being able to contact the youth;
only 1 youth refused treatment once contacted
by a Disease Intervention Specialist.
CONCLUSIONS
The value of early detection and routine
surveillance of infectious diseases for identi-
fying high-risk populations and geographic
distributions of infections is well estab-
lished.9,38,122,134 Adolescent offenders at all
stages of the juvenile justice system are at high
risk of STDs, yet screening mainly occurs in
detention or correctional facilities. Only a
small percentage of young offenders are ever
incarcerated or detained for any period of
time. Most are quickly released back into the
community after arrest, which suggests the
need for screening protocols at the front end
of the juvenile justice system. Public health
officials have called for systematic collection
of STD data in juvenile justice populations,
while also recognizing that many barriers exist
to developing and implementing such sur-
veillance programs.11
Our analysis suggests an urgent public health
need to extend STD testing, prevention, and
treatment services to newly arrested young
offenders. Additional research is also needed
on (1) the epidemiology of STDs and risk
behavior patterns among all adolescent of-
fenders; (2) STD prevention service gaps; (3)
strategies to facilitate access to testing, preven-
tion, and treatment services; and (4) individual
and organizational barriers to implementing
broader disease surveillance and more effec-
tive gender- and race-specific STD services.
With many high-risk arrested youths processed
quickly through the system and released back
into the community,100 new data are needed
among the broadest possible segment of the
juvenile justice population.135
Our experience in Hillsborough County in-
dicates that juvenile justice and public health
systems can collaborate to implement STD
surveillance among newly arrested youths and
that most of these youths will voluntarily agree
to urine-based STD testing. Based on the re-
sults of our project, the HCHD and HJAC
implemented, effective August 27, 2007, a
permanent, voluntary STD testing and treat-
ment protocol for newly arrested youths pro-
cessed through the HJAC. The HJAC serves a
similar population and operates in a manner
similar to other juvenile assessment centers
serving metropolitan areas around the United
States. Thus, our model may be transportable
to other jurisdictions.
Such front-end screening coupled with rapid
treatment linkages and expansion of effective
risk reduction interventions at subsequent
stages of juvenile justice system processing
could greatly reduce STD incidence and prev-
alence in the community.134 It is also likely to be
cost-effective.136 Although youths spend insuffi-
cient time in the arrest processing facility to
implement full-scale risk reduction interventions,
brief interventions (perhaps computerized)
should be developed and tested in arrest pro-
cessing centers to provide information about
STDs and motivate arrested youths to seek
sexual and reproductive health care services after
their release back to the community. Improving
access to substance abuse treatment after leaving
the juvenile assessment center may also reduce
STD risk as well as improve health and social
functioning.46,137
Given the general health care needs of this
population, the need for improved linkages
between the juvenile justice and public health
systems, and a need for integrated continuum
of care as youths move through the juvenile
justice system, an effective STD screening pro-
cess could also facilitate linkages to health care
by initiating the youths’ contact with the local
health department. Expanded STD surveillance
can improve resource allocations and more
targeted placement of STD prevention and
treatment services.138 Collaborative models in-
volving public health and juvenile justice sys-
tems, as well as public health and intervention
researchers, hold great promise for addressing
STD risks and treatment needs among high-risk
adolescent arrestees. j
About the Authors
Steven Belenko and Christopher Salvatore are with the
Department of Criminal Justice, Temple University,
Philadelphia, PA. Richard Dembo and Kristina Childs are
with the Department of Criminology, University of South
Florida, Tampa. Matthew Rollie is with the Department of
Public Health, University of South Florida.
Requests for reprints should be sent to Steven Belenko,
PhD, Department of Criminal Justice, Temple University,
1115 West Berks Street, Philadelphia, PA 19122 (e-mail:
sbelenko@temple.edu).
This article was accepted June 3, 2008.
Contributors
S. Belenko originated and designed the study and wrote
the article. R. Dembo assisted with editing and had major
responsibility for design, oversight, and data collection
for the model protocol. M. Rollie contributed to the
literature searches. K. Childs assisted with literature
searches and data collection and analysis for the model
protocol. C. Salvatore assisted with literature reviews and
editing.
Acknowledgments
This work was supported in part by the National Institute
on Drug Abuse (grant R01 DA20346; S. Belenko, Prin-
cipal Investigator).
We are grateful for the support of the Hillsborough
County Health Department; Florida Department of
Health Bureau of Laboratories; ACTS, Inc; Hillsborough
County Sheriff’s Department; and Florida Department of
Juvenile Justice.
Human Participant Protection
This study was reviewed and approved by the institu-
tional review boards of Temple University and the
University of South Florida.
References
1. Forrest CB, Tambor E, Riley AW, Ensminger ME,
Starfield B. The health profile of incarcerated male
youths. Pediatrics. 2000;105:286–291.
2. Morris RE, Harrison EA, Knox GW, Tromanhauser
E, Marquis DK, Watts LL. Health risk behavior survey
from 39 juvenile correctional facilities in the United
States. J Adolesc Health. 1995;17:334–344.
3. Golzari M, Hunt SJ, Anoshiravani A. The health
status of youth in juvenile detention facilities. J Adolesc
Health. 2006;38:776–782.
4. Canterbury RJ, McGarvey EL, Sheldon-Keller AE,
Waite D, Reams P, Koopman C. Prevalence of HIV-
related risk behaviors and STDs among incarcerated
adolescents. J Adolesc Health. 1995;17:173–177.
5. Kahn RH, Mosure DJ, Blank S, et al. Chlamydia
trachomatis and Neisseria gonorrhoeae prevalence and
FRAMING HEALTH MATTERS
1038 | Research and Practice | Peer Reviewed | Belenko et al. American Journal of Public Health | June 2009, Vol 99, No. 6
coinfection in adolescents entering selected US juvenile
detention centers, 1997-2002. Sex Transm Dis. 2005;
32:255–259.
6. Mertz KJ, Voigt RA, Hutchins K, Levine WC.
Findings from STD screening of adolescents and adults
entering corrections facilities: implications for STD
control strategies. Sex Transm Dis. 2002;29:834–839.
7. Oh KM, Smith KR, O’Cain M, et al. Urine-based
screening of adolescents in detention to guide treatment
for gonococcal and chlamydial infections. Arch Adolesc
Pediatr Med. 1998;152:52–56.
8. Risser JMH, Risser WL, Gefter LR, Brandstetter DM,
Cromwell PF. Implementation of a screening program for
chlamydial infection in incarcerated adolescents. Sex
Transm Dis. 2001;28:43–46.
9. Aral SO. Determinants of STD epidemics: implica-
tions for phase appropriate intervention strategies. Sex
Transm Infect. 2002;78(suppl 1):i3–i13.
10. Blanchard JF. Populations, pathogens, and epidemic
phases: closing the gap between theory and practice in
the prevention of sexually transmitted diseases. Sex
Transm Infect. 2002;78(suppl 1):i183–i188.
11. Renzi, N. Caring for America’s Forgotten Children:
Formulating Policies and Programs to Improve HIV, and
STD Prevention Education in Juvenile Justice Facilities.
Washington, DC: Association of State and Territorial
Health Officials; 2004.
12. Gupta RA, Kelleher KJ, Cuellar A. Delinquent youth
in corrections: Medicaid and reentry into the community.
Pediatrics. 2005;115:1077–1083.
13. Office of Juvenile Justice and Delinquency Preven-
tion. Statistical Briefing Book. Law Enforcement & Juvenile
Crime. Washington, DC: US Dept of Justice; 2005.
Available at: http://www.ojjdp.ncjrs.gov/ojstatbb/crime/
qa05101.asp?qaDate=2005. Accessed July 15, 2008.
14. Siegel LJ, Senna JJ. Essentials of Criminal Justice. 4th
ed. Stamford, CT: Thomson & Wadsworth; 2004.
15. Snyder HN, Sickmund M. Juvenile Offenders and
Victims: 2006 National Report. Washington, DC: US Dept
of Justice, Office of Juvenile Justice and Delinquency
Prevention; 2006.
16. Fagin JA. Criminal Justice. 2nd ed. New York, NY:
Pearson; 2007.
17. Dembo R, Brown R. The Hillsborough County
Juvenile Assessment Center. J Child Adolesc Substance
Abuse. 2004;3:25–43.
18. Stahl AL. OJJDP Fact Sheet: Delinquency Cases in
Juvenile Courts, 1998. Washington, DC: US Dept of
Justice, Office of Juvenile Justice and Delinquency
Prevention; 2001.
19. Gies SV. Juvenile Justice Bulletin: Aftercare Services.
Washington, DC: US Dept of Justice, Office of Juvenile
Justice and Delinquency Prevention; 2003.
20. Newacheck PW, Hung YY, Park MJ, Brindis CD,
Irwin CE. Disparities in adolescent health and health
care: does socioeconomic status matter? Health Serv Res.
2003;38:1235–1252.
21. Elster A, Jarosik J, vanGeest J, Fleming M. Racial and
ethnic disparities in health care for adolescents: a sys-
tematic review of the literature. Arch Pediatr Adolesc Med.
2005;157:867–874.
22. Widom R, Hammett TM. HIV/AIDS in and STDs in
Juvenile Facilities. Washington, DC: US Dept of Justice,
National Institute of Justice; 1996.
23. Centers for Disease Control and Prevention.
Sexually Transmitted Disease Surveillance, 2006.
Atlanta, GA: US Dept of Health and Human Services;
2007.
24. Weinstock H, Berman S, Cates W Jr. Sexually
transmitted diseases among American youth: incidence
and prevalence estimates, 2000. Perspect Sex Reprod
Health. 2004;36:6–10.
25. Office of Enterprise Communication, Division of
Media Relations. CDC: New Data Show Heavy Impact
of Chlamydia on US Men and Women, Particularly
Young People [press release]. Centers for Disease Control
and Prevention. Available at: http://www.cdc.gov/od/
oc/media/pressrel/r050712.htm. Accessed July 12,
2005.
26. Bell TA, Farrow JA, Stamm WE, Critchlow CW,
Holmes KK. Sexually transmitted diseases in females in a
juvenile detention center. Sex Transm Dis. 1985;12:
140–144.
27. Broussard D, Leichliter JS, Evans A, Kee R, Vallury
V, McFarlane MM. Screening adolescents in a juvenile
detention center for gonorrhea and chlamydia: preva-
lence and reinfection rates. Prison J. 2002;82:8–17.
28. Katz AR, Lee MVC, Ohye RG, et al. Prevalence of
chlamydial and gonorrheal infections among females in a
juvenile detention facility, Honolulu, Hawaii. J Community
Health. 2004;29:265–269.
29. Lofy KH, Hofmann J, Mosure DJ, Fine DN, Marrazzo
JM. Chlamydial infections among female adolescents
screened in juvenile detention centers in Washington
State, 1998–2002. Sex Transm Dis. 2006;33:63–7.
30. O’Brien SF, Bell TA, Farrow JA. Use of a leukocyte
esterase dipstick to detect Chlamydia trachomatis and
Neisseria gonorrhoeae urethritis in asymptomatic adoles-
cent male detainees. Am J Public Health. 1988;78:1583–
1584.
31. Pack RP, DiClemente RJ, Hook EW III, Oh MK. High
prevalence of asymptomatic STDs in incarcerated mi-
nority male youth: a case for screening. Sex Transm Dis.
2000;27:175–177.
32. Robertson AA, Thomas CB, St Lawrence JS, Pack R.
Predictors of infection with Chlamydia or gonorrhea in
incarcerated adolescents. Sex Transm Dis. 2005;32:
115–122.
33. Shafer MA, Hilton JF, Ekstrand M, et al. Relationship
between drug use and sexual behaviors and the occur-
rence of sexually transmitted diseases among high-risk
male youth. Sex Transm Dis. 1993;20:307–313.
34. Wood VD, Shoroye A. Sexually transmitted diseases
among adolescents in the juvenile justice system of the
District of Columbia. J Natl Med Assoc. 1993;85:435–
439.
35. Crosby RA, DiClemente RJ, Wingood GM, Rose E,
Levine D. Adjudication history and African American
adolescents’ risk for acquiring sexually transmitted dis-
eases. Sex Transm Dis. 2003;30:634–638.
36. Belenko S, Dembo R, Weiland D, et al. Recently
arrested adolescents are at high risk for sexually trans-
mitted diseases. Sex Transm Dis. 2008;35:758–763.
37. Parece MS, Herrera GA, Voigt RF, Rich F,
Middlekauf SL, Irwin HL. STD testing policies and
practices in US city and county jails. Sex Transm Dis.
1999;26:431–437.
38. Barry PM, Kent CK, Scott KC, Snell A, Goldenson J,
Klausner JD. Optimising sexually transmitted infection
screening in correctional facilities: San Francisco, 2003–
5. Sex Transm Infect. 2007;83:416–418.
39. Burstein GR, Gaydos CA, Diener-West M, et al.
Incident Chlamydia trachomatis infections among inner-
city adolescent females. JAMA. 1998;280:521–526.
40. Belenko S, Logan TK. Delivering more effective
treatment to adolescents: improving the juvenile drug
court model. J Subst Abuse Treat. 2003;25:189–211.
41. Zhang Z. Drug and Alcohol Use and Related Matters
Among Arrestees, 2003. Washington, DC: US Dept of
Justice, National Institute of Justice; 2003.
42. Godley MD, Godley SH, Funk RR, Dennis ML,
Loveland D. Discharge status as a performance indicator:
can it predict adolescent substance abuse treatment
outcome? J Child Adolesc Subst Abuse. 2001;11:91–109.
43. Henggeler SW, Clingempeel WG, Bronidon MJ,
Pickrel SG. Four-year follow-up of multisystemic therapy
with substance-abusing and substance-dependent juve-
nile offenders. J Am Acad Child Adolesc Psychiatry.
2002;41:868–874.
44. He K, Kramer E, Houser RF, Chomitz VR, Hacker
KA. Defining and understanding healthy lifestyles choices
or adolescents. J Adolesc Health. 2004;35:26–33.
45. Belenko S, Dembo D. Treating adolescent substance
abuse problems in the juvenile drug court. Int J Law
Psychiatry. 2003;26:87–110.
46. Winters KC. Treating adolescents with sub-
stance abuse disorders: an overview of practice issues
and treatment outcome. Subst Abus. 1999;20:203–
225.
47. Robertson AA, Stein JA, Baird-Thomas C. Gender
differences in the prediction of condom use among
incarcerated juvenile offenders: testing the Information-
Motivation-Behavior Skills (IMB) model. J Adolesc Health.
2006;38:18–25.
48. Teplin LA, Mericle AA, McClelland GM, Abram KM.
HIV and AIDS risk behaviors in juvenile detainees:
implications for public health policy. Am J Public Health.
2003;93:906–912.
49. Brook JS, Adams RE, Balka EB, et al. Illicit drug use
and risky sexual behavior among African American and
Puerto Rican urban adolescents: the longitudinal links.
J Genet Psychol. 2004;165:203–220.
50. Hlaing WM, de la Rosa M, Niyonsenga T. Human
immunodeficiency virus (HIV) and substance use risk
behaviors among tri-ethnic adolescents in Florida. AIDS
Behav. 2007;11:239–251.
51. Kingree JB, Braithwaite R, Woodring T. Unpro-
tected sex as a function of alcohol and marijuana use
among adolescent detainees. J Adolesc Health. 2000;
27:179–185.
52. St Lawrence J, Crosby RA, Brasfield TL, O’Bannon
RE III. Reducing STD and HIV risk behavior of sub-
stance-dependent adolescents: a randomized controlled
trial. J Consult Clin Psychol. 2002;70:1010–1021.
53. National Center on Addiction and Substance
Abuse. Sex and Substance Abuse. New York, NY: Na-
tional Center on Addiction and Substance Abuse at
Columbia University; 1999.
54. Cook RL, Comer DM, Wiesenfeld HC, et al. Alcohol
and drug use and related disorders: an underrecognized
health issue among adolescents and young adults at-
tending sexually transmitted disease clinics. Sex Transm
Dis. 2006;33:565–70.
FRAMING HEALTH MATTERS
June 2009, Vol 99, No. 6 | American Journal of Public Health Belenko et al. | Peer Reviewed | Research and Practice | 1039
55. Baillargeon J, Ducate S, Pulvino J, et al. The asso-
ciation of psychiatric disorders and HIV infection in the
correctional setting. Ann Epidemiol. 2003;13:606–12.
56. Carey MP, Carey KB, Weinhardt LS, Gordon CM.
Behavioral risk for HIV infection among adults with a
severe and persistent mental illness: Patterns and psy-
chological antecedents. Community Ment Health J.
1997;33:133–142.
57. Friedman SR, Curtis R, Neaigus A, Jose B, Des Jarlias
DC. Social networks, drug injectors’ lives, and HIV/AIDS.
New York, NY: Kluwer Academic; 1999.
58. Teplin LA, Elkington KS, McClelland GM, Abram
KM, Mericle AA, Washburn JJ. Major mental health
disorders, comorbidity, and HIV/AIDS risk behaviors in
juvenile detainees. Psychiatr Serv. 2005;56:823–828.
59. Kessler R, Nelson C, McGonagle K, et al. The
epidemiology of co-occurring addictive and mental dis-
orders: implications for prevention and service utiliza-
tion. Am J Orthopsychiatry. 1996;66:17–31.
60. Curran G, White H, Hansell S. Personality, envi-
ronment, and problem drug use. J Drug Issues. 2000;
30:375–406.
61. Wills T, Cleary S. Peer and adolescent substance use
among 6th–9th graders: latent growth analyses of
influence versus selection mechanisms. Health Psychol.
1999;18:453–463.
62. Bray J, Adams G, Getz J, Baer P. Developmental,
family, and ethnic influences on adolescent alcohol usage:
a growth curve approach. J Fam Psychol. 2001;15:301–
314.
63. Dembo R, Schmeidler J. Family Empowerment
Intervention: An Innovative Service for High-Risk Youths
and Their Families. Binghamton, NY: Haworth Press;
2002.
64. Johnson R, Hoffman J, Gerstein D. The Relationship
Between Family Structure and Adolescent Substance
Use. Washington, DC: Substance Abuse and Mental
Health Services, Dept of Health and Human Services;
1996.
65. Amaro H, Blake S, Schwartz P, Flinchbaugh L.
Developing theory-based substance abuse prevention
programs for young adolescent girls. J Early Adolescence.
2001;21:256–293.
66. Slonim-Nevo V, Auslander WF, Ozawa MN, Jung
KG. The long-term impact of AIDS-preventive interven-
tions for delinquent and abused adolescents. Adolescence.
1996;31:409–421.
67. Wills T, Sandy J, Yaeger A. Temperament and
adolescent substance use: an epigenetic approach to risk
and protection. J Pers. 2000;68:1127–1151.
68. Starfield B, Riley AW, Witt WP, Robertson J. Social
class gradients in health during adolescence. J Epidemiol
Community Health. 2002;56:354–361.
69. Supporting Research That Improves Health Care for
Children and Adolescents. AHRQ publication no. 00-
P017. Rockville, MD: Agency for Healthcare Research
and Quality (AHRQ); 2005.
70. Bero LA, Grilli R, Grimshaw JM, Harvey E, Oxman
AD, Thomson MA. Closing the gap between research and
practice: an overview of systematic reviews of interven-
tions to promote the implementation of research findings.
Br Med J. 1998;317:465–468.
71. Roman PM, Johnson JA. Adoption and implemen-
tation of new technologies in substance abuse treatment.
J Subst Abuse Treat. 2002;22:211–218.
72. Simpson DD. A conceptual framework for trans-
ferring research to practice. J Subst Abuse Treat. 2002;
22:171–182.
73. Coiera E. Disseminating and applying protocols.
In: Coiera E, ed. Guide to Health Informatics. 2nd ed.
London: Arnold; 2003:171–179.
74. Kaplan B. Addressing organizational issues into the
evaluation of medical systems. J Am Informatics Assoc.
1997;4:94–101.
75. Klein KJ, Sorra JS. The challenge of innovation
implementation. Acad Manage Rev. 1996;21:1055–
1080.
76. Lehman WEK, Greener JM, Simpson DD. Assess-
ing organizational readiness for change. J Subst Abuse
Treat. 2002;22:197–209.
77. Selwyn PA. The impact of HIV infection on medical
services in drug abuse treatment programs. J Subst Abuse
Treat. 1996;13:397–410.
78. Shulman LC, Mantell JE, Eaton C, Sorrell S. HIV-
related disorders, needle users, and the social services.
In: Leukefeld CG, Battjes RJ, Amsel Z, eds. AIDS and
Intravenous Drug Use: Future Directions for Community-
Based Prevention Research. Rockville, MD: National In-
stitute on Drug Abuse; 1990:254–275.
79. Wright E, Michael S. Specifying the integration of
mental health and primary health care services for per-
sons with HIV/AIDS: the Indiana integration of care
project. Social Networks. 1995;17:319–340.
80. Blake DR, Kearney Oakes JM, et al. Improving
participation in chlamydia screening programs. Arch
Pediatr Adolesc Med. 2003;157:523–529.
81. Cheng TL, Savageau JA, Sattler AL, et al. Confi-
dentiality in health care: a survey of knowledge, percep-
tions, and attitudes among high school students. JAMA.
1993;269:1404–1407.
82. Chacko MR, Wiemann CM, Smith PB. Chlamydia
and gonorrhea screening in asymptomatic young women.
J Pediatr Adolesc Gynecol. 2004;17:169–178.
83. Fortenberry J, McFarlane MM, Hennessy M, et al.
Relation of health literacy to gonorrhea related care. Sex
Transm Infect. 2001;77:206–211.
84. Tilson EC, Sanchez V, Ford KK, Irwin K, Miller WC.
Barriers to asymptomatic screening and other STD ser-
vices for adolescents and young adults: focus group
discussions. BMC Public Health. 2004;4:21–29.
85. Fortenberry J. Health care seeking behaviors rela-
ted to sexually transmitted diseases among adolescents.
Am J Public Health. 1997;87:417–420.
86. Godin G, Fortin C, Mahnes G. University students’
intention to seek medical care promptly if symptoms of
sexually transmitted diseases were suspected. Sex Trans
Dis. 1993;20:100–104.
87. Takahashi LM, Smutny G. Explaining access to
human services: the influence of descriptive and behav-
ioral variables. Professional Geographer. 2001;53:1:
12–31.
88. Cunningham WE, Hays RD, Williams KW, et al.
Access to medical care and health-related quality of life
for low-income persons with symptomatic human im-
munodeficiency virus. Med Care. 1995;33:739–754.
89. Dear M, Taylor SM. Not on Our Street: Community
Attitudes Toward the Mentally Ill. London: Pion; 1982.
90. Agnew R, White H. An empirical test of general
strain theory. Criminology. 1992;30:475–499.
91. Dryfoos J. Adolescents at Risk: Prevalence and Pre-
vention. New York, NY: Oxford University Press; 1990.
92. Coyle K, Basen-Engquist K, Kirby D, et al. Safer
choices: reducing teen pregnancy, HIV, and STDs. Public
Health Rep. 2001;116(suppl 1):S82–S93.
93. Farrington D. Predictors, causes, and correlates of
male youth violence. In: Tonry M, Moore M, eds. Youth
Violence. Chicago, IL: University of Chicago Press;
1998:421–475.
94. Yoshikawa H. Prevention as cumulative protec-
tion: effects of early family support and education on
chronic delinquency and its risks. Psychol Bull. 1994;
115:28–54.
95. Glaser JB, Greifinger RB. Correctional health care: a
public health opportunity. Ann Intern Med. 1993;118:
139–145.
96. Zalumas JC, Rose CD. Hepatitis C and HIV in
incarcerated populations: fights, bites, searches, and
syringes. J Assoc Nurses AIDS Care. 2003;14:108S–
115S.
97. Council on Scientific Affairs. Health status of
detained and incarcerated youths. JAMA. 1990;263:
987–991.
98. Eng TR, Butler WT, eds. The Hidden Epidemic:
Confronting Sexually Transmitted Diseases. Committee on
Prevention and Control of Sexually Transmitted Diseases,
Institute of Medicine, Division of Health Promotion and
Diseases Prevention. Washington, DC: National Acad-
emy Press; 1997.
99. Gen-Probe, Inc. Aptima for CT and GC. Available at:
http://www.gen-probe.com/products/aptima.aspx.
Accessed July 15, 2008.
100. Belenko S, Sprott JB, Petersen CC. Drug and alcohol
involvement among minority and female juvenile of-
fenders: treatment and policy issues. Criminal Justice
Policy Review. 2004;15:3–36.
101. Acoca L. Investing in girls: A 21st century strategy.
Juvenile Justice. 1999;6:3–13.
102. Kataoka S, Zima B, Dupre D, et al. Mental health
problems and service use among female juvenile of-
fenders: their relationship to criminal history. J Am Acad
Child Adolesc Psychiatry. 2001;40:549–555.
103. Teplin LA, Abram KM, McClelland GM, Dulcan
MK, Mericle AA. Psychiatric disorders in youth in juve-
nile detention. Arch Gen Psychiatry. 2002;59:1133–
1143.
104. Dembo R, Schmeidler J, Childs K. Correlates of male
and female juvenile offender abuse experiences. J Child
Sex Abus. 2007;16:75–94.
105. Chesney-Lind M. What about the girls? Delin-
quency programming as if gender mattered. Corrections
Today. 2001;63:38–45.
106. Wareham J, Dembo R. A longitudinal study of
psychological functioning among juvenile offenders.
Criminal Justice Behavior. 2007;34:259–273.
107. Freshman A, Leinwand C. The implications of
female risk factors for substance abuse prevention in
adolescent girls. In: Atwood JD, ed. Family Systems/
Family Therapy: Applications for Clinical Practice. New
York, NY: The Haworth Press, Inc; 2001:29–51.
108. Belenko S, Lin J, O’Connor L, Sung H-E, Lynch KG.
Sexual and physical victimization as predictors of HIV
risk among felony drug offenders. AIDS Behav. 2005;
9:311–323.
FRAMING HEALTH MATTERS
1040 | Research and Practice | Peer Reviewed | Belenko et al. American Journal of Public Health | June 2009, Vol 99, No. 6
109. O’Leary A, Purcell D, Remien RH, Gomez C.
Childhood sexual abuse and sexual transmission risk
behaviour among HIV-positive men who have sex with
men. AIDS Care. 2003;15:17–26.
110. Wingood GM, DiClemente RJ. Child sexual abuse,
HIV sexual risk, and gender relations of African
American women. Am J Prev Med. 1997;13:380–384.
111. Deykin EY, Buka SL. Prevalence and risk factors
for posttraumatic stress disorder among chemically de-
pendent adolescents. Am J Psychiatry. 1997;154:752–
757.
112. Centers for Disease Control and Prevention. Young
People at Risk: HIV/AIDS Among America’s Youth.
2002. US Dept of Health and Human Services. Available
at: http://www.cdc.gov/hiv/pubs/facts/youth.htm.
Accessed March 1, 2004.
113. Kim M, Cloud GA, Fleenor M, Sturdevant MS,
Nesmith D, Feinstein RA. Risk for gonococcal and chla-
mydial cervicitis in adolescent females: incidence and
recurrence in a prospective cohort study. J Adolesc Health.
1996;18:270–275.
114. Division of STD Prevention. 2006 Performance
Measures Companion Guide. Atlanta, GA: Centers for
Disease Control and Prevention. Available at: http://
www.cdc.gov/std/program/PMList2007.pdf. Accessed
January 31, 2008.
115. Holmes KK, Sparling PF, Mardh P, eds. Sexually
Transmitted Diseases. New York, NY: McGraw-Hill Press;
1999.
116. Westrom L, Eschenbach D. Pelvic inflammatory
disease. In: Holmes KK, Sparling PF, Marsh PA, et al, eds.
Sexually Transmitted Diseases. 3rd ed. NewYork, NY:
McGraw-Hill Press; 1999:783–809.
117. Centers for Disease Control and Prevention. HIV/
AIDS among African Americans. February 2006. US
Dept of Health and Human Services. Available at: http://
www.cdc.gov/hiv/topics/aa/resources/factsheets/pdf/
aa.pdf. Accessed January 31, 2008.
118. Espinoza L, Hall HI, Hardnett F, Selik RM, Ling Q,
Lee LM. Characteristics of persons with heterosexually
acquired HIV infection, United States 1999–2004. Am J
Public Health. 2006;97:144–149.
119. Crepaz N, Horn AK, Rama SM, et al. The efficacy of
behavioral interventions tin reducing HIV risk sex be-
haviors and incident sexually transmitted disease in Black
and Hispanic sexually transmitted disease clinic patients
in the United States: a meta-analytic review. Sex Transm
Dis. 2007;34:319–332.
120. Herbst JH, Kay LS, Passin WF, Lyles CM, Crepaz N,
Marı´n BV. A systematic review and meta-analysis of
behavioral interventions to reduce HIV risk behaviors of
Hispanics in the United States and Puerto Rico. AIDS
Behav. 2007;11:23–47.
121. Loue S. Preventing HIV, eliminating disparities
among Hispanics in the United States. J Immigr Minor
Health. 2006;8:313–318.
122. Centers for Disease Control and Prevention. HIV
prevention through early detection and treatment of
other sexually transmitted diseases–United States rec-
ommendations of the Advisory Committee for HIV and
STD Prevention. MMWR Morb Mortal Wkly Rep. 1998;
47:1–24.
123. Farley TA, Cohen DA, Elkins W. Asymptomatic
sexually transmitted diseases: the case for screening. Prev
Med. 2003;36:502–509.
124. Kiene SM, Barta WD. A brief individualized
computer-delivered sexual risk reduction intervention
increases HIV/AIDS preventive behavior. J Adolesc
Health. 2006;39:404–410.
125. Roberto AJ, Zimmerman RS, Carlyle KE, Abner EL,
Cupp PK, Hansen GL. The effects of a computer-based
pregnancy, STD, and HIV prevention intervention: a
nine-school trial. Health Commun. 2007;21:115–124.
126. Bien TH, Miller WR, Tonigan JS. Brief interventions
for alcohol problems: a review. Addiction. 1993;88:
315–336.
127. Winters KC, Leitten W. Use of brief interventions
for drug abusing students in a school setting. Psychol
Addict Behav. 2007;21:249–254.
128. Murphy DA, Durako SJ, Moscicki LR, et al. No
change in health risk behaviors over time among HIV
infected adolescents in care: role of psychological distress.
J Adolesc Health. 2001;295:57–63.
129. Lyles CM, Kay LS, Crepaz N, et al. Best-evidence
interventions: findings from a systematic review of HIV
behavioral interventions for US populations at high risk,
2000–2004. Am J Public Health. 2007;97:133–143.
130. Rotheram-Borus MJ, Swendeman D, Comulada WS,
Weiss RE, Lee M, Lighfoot M. Prevention for substance-
using HIV-positive young people: telephone and in-per-
son delivery. J Acquir Immune Defic Syndr. 2004;
37(suppl 2):S68–S77.
131. Jemmott JB, Jemmott LS, Fong GT. Abstinence and
safer sex HIV risk-reduction interventions for African
American adolescents: a randomized clinical trial. JAMA.
1998;279:1529–1536.
132. DiClemente RJ, Wingood GM, Harrington KF, et al.
Efficacy of an HIV prevention invention for African
American adolescent girls: a randomized controlled trial.
JAMA. 2004;292:171–179.
133. Rotheram-Borus MJ, O’Keefe Z, Kracker R, Foo
H-H. Prevention of HIV among adolescents. Prev Sci.
2000;1:15–30.
134. Glaser JB. Sexually transmitted diseases in the
incarcerated: an underexploited public health opportu-
nity. Sex Transm Dis. 2000;25:308–309.
135. Dembo R, Wareham J, Poythress N, Cook B,
Schmeidler J. The correlates and consequences of drug
involvement among youths entering a juvenile justice
diversion program. J Child Adolesc Substance Abuse.
2006;15:1–36.
136. Blake DR, Gaydos CA, Quinn TC. Cost-effectiveness
analysis of screening adolescent males for chlamydia
on admission to detention. Sex Transm Dis. 2004;31:
85–95.
137. National Institute on Drug Abuse. Principles of
Drug Addiction Treatment: A Research-Based Guide.
Bethesda, MD: National Institutes of Health; 1999.
138. The Use of HIV/AIDS Surveillance Data for Pre-
vention, Care, Policy, Research and Evaluation: A
Focus on Florida, Washington, Alabama, and Wyoming.
Washington, DC: Association of State and Territorial
Health Officials; 2005.
FRAMING HEALTH MATTERS
June 2009, Vol 99, No. 6 | American Journal of Public Health Belenko et al. | Peer Reviewed | Research and Practice | 1041
